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Estimated Annual Totals 

Hospital & Mental Health Costs By County 
$ 1,020,562.59 & $567,454.00 
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Source Kennebec County Commissioner Robert Devlin. Lincoln Waldo & Sagadahoc combined in Two Bridges Jail. 
Somerset, Washington and Penobscot did not have available hostpital Data 
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MaineH ousing 

Maine Department of 
Health & Human Services: 

► Substance Abuse and 
Mental Health 
Services (SAMHS) 
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► Tracey Hair 

Statewide Homeless Council 
c/o MaineHousing 
353 Water Street 
Augusta, ME 04333 

Statewide Homeless Council 

August 13, 2019 

To Whom it May Concern, 

Attached is the Statewide Homeless Council Criminal Justice System Blueprint for Ending and 
Preventing Homelessness. This Blueprint was created by expe1ts in the homeless arena and the 
criminal justice system and coutains specific action steps designed to help Maine end and 
prevent homelessness. 

As you know, we are seeing the same people ricocheting through our criminal justice system, 
mental health system, substance use disorder system, and our homeless system. This Blueprint 
is designed to stabilize each of these people, and to minimize the intensive interventions of our 
systems. Ultimately, this will involve housing and support. Our success with solving the issue 
of people ricocheting will save all of our systems money but more importantly it will open the 
door to better lives for each of the people involved. 

The Blueprint contains three primary areas: 

I. Improve and Coordinate Discharge Planning 
2. Invigorate the Intensive Case Management (ICM) Program 
3. Coordinate all efforts 

Each of those three primary areas is supported with concrete action steps that if taken, will 
help Maine end and prevent homelessness. 

The goal of the Statewide Homeless Council Criminal Justice System Blueprint for Ending and 
Preventing Homelessness is to invite a dialogue to see which of these ideas can be put into 
action most efficiently and which ones will require more thought and revising. We hope that 
you will participate in a discussion with the Statewide Homeless Council, and in regional 
discussions with the Regional Homeless Councils to think through, improve upon, and 
implement this Blueprint. 

Thank you for taking the time to review this document. 

Sincerely, 

Stephanie Primm, Chair Statewide Homeless Council 

Developing poUcies and strategies so that eve,yone is pushing in the same direction to end and prevent homelessness in Maine 
·www.maineshc.org 



Statewide Homeless Council Maine Criminal Justice System Blueprint for Ending and 
Preventing Homelessness 

7/9/19 

Overview: The Statewide Homeless Council (SHC) Maine Criminal Justice System Blueprint for 
Ending and Preventing Homelessness outlines three (3) main goals which the SHC and the 
criminal justice system/facilities hope to fulfill: A) Improve and Coordinate Discharge Planning; 
B) Invigorate the Intensive Case Management (ICM) Program; and C) Coordinate all efforts to 
ensure all involved are on the same page, working together to end and prevent homelessness. 
Each goal includes specific strategies and action steps with which the SHC, the DOC, the County 
jails, and other related aspects of the criminal justice system will use in order to actualize these 
goals. Working together, and using these goals and strategies, this Blueprint is designed to 
improve overall coordination and collaboration so that people who were homeless prior to 
entering the criminal justice system develop necessary ties to housing and community 
navigation services to best resolve their homelessness and achieve stability. This Blueprint will 
also act as a mechanism to prevent discharges to homelessness from the criminal justice 
system whenever possible by focusing on successful reentry to include housing, housing-related 
activities (including access to rental subsidies), navigation, and case management services. 

A. Improve and Coordinate Discharge Planning 

1. Assess people for housing needs to avoid being discharged without a rental subsidy. 

a. Have eligibility and rental subsidy application completions occur upon entry and 
continue with a goal of a rental subsidy being in hand upon discharge. 

b. Coordinate this effort with By-Name List groups, hospitals, and emergency 
shelters. 

c. For BRAP - have a clinician sign off regarding qualification for Section 17. Provide 
access to KEPRO and establish a means to administer LOCUS. 

d. Use ICMs to coordinate this in the correctional facilities and jails. Connect dots 
between community providers to look for mental health and eligibility 
assessments to avoid redundancy while incarcerated. 

e. Remove internal barriers to the continuity of care within the DOC. 
f. Simplify housing assessments to simply determine: Do you have a place to go 

upon discharge? 
i. Plan to follow up/verify after asking this question, and work to ensure 

this an actual address and housing opportunity. 
g. Find solution to lack of first one to three month's rent to remove this as a barrier 

to housing placements upon discharge. 
h. Create or find a uniform housing assessment tool for use in these circumstances. 

Consider modifying and using HUD's sample assessment at intake. 
i. Create a uniform discharge and reentry form. 

i. DOC has a form in use; see if this has applicability in the County Jail 
System, and consider making this form uniform. 
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j. Create and make use of supportive housing in the community. Housing is a 
major issue. Do something about the housing stock in Maine, change land-use 
laws, and find ways to revitalize housing development and availability: 

k. Find solutions to the need for access to rental subsidies in housing and recovery 
residences. 

I. Improve access to BRAP and Shelter Plus Care for this population. 
m. Prioritize housing for people coming from incarceration. 
n. Take steps so people are not left isolated once they are housed. 
o. Set up the system to plan sufficient time for relationship-building as a best 

practice model. 
p. Use relationship work to help people develop person-centered plans for housing, 

support in the community, recovery, employment, and everything else involved 
in their life from trauma to other challenges. Use this information to tailor plan 
for each individual. Network with treatment providers for intensive treatment 
and other interventions as needed. Get people the care they need and create 
"hot" hand-offs. 

q. Set up employment and vocational programs for people upon discharge so 
employment skills learned during incarceration are immediately applied to the 
jobsite upon discharge. Continue substantial coordination with Department of 
Education. 

r. Continue to expand probationary job placements for paying restitution, etc. so 
that they are debt free upon discharge. 

s. Help prisoners volunteer in the community to be visible representatives in the 
community for making good things happen, such as renovating buildings and 
otherwise improving communities. Make these efforts highly visible so that 
stigmas are erased, ultimately helping people be hired upon discharge. If these 
efforts can help produce more housing, this will help. 

t. Create language that avoids stigmas, such as "illness-related crimes" rather than 
"drug-related crimes". 

2. Use data analysis and data sharing for successful discharge planning. 
a. This is not mental health or SUD information - make this barrier-free data 

sharing. 
b. Avoid working in silos to share names and histories of inmate lists to improve 

outcomes. 
c. Create a measurable way to demonstrate the quantitative effect of reductions in 

reincarcerations/recidivism. 
d. Use data from DOC to convene employers most likely to engage people upon 

discharge to have an interactive dialogue. 
e. Map the system pre-incarceration to post-incarceration. 
f. Identify the tier of people whose rate of recidivism is high (high risk) and invest 

in this population. 
i. Create a by name list of high-risk people to be compared across all areas 

of contact for this population (people who tend to cross multiple systems 
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such as mental health, homeless, healthcare in general and 
corrections/DOC). 

ii. Utilize risk assessment tools and compare to other risk assessments used 
in other sectors to ensure they are creating a common language. (MDOC 
is using the LSI-Rand is exploring new risk and needs assessments.) 

3. Make use of MaineCare expansion for people exiting correctional facilities. 
a. Note that basic healthcare is the number one stabilizing factor, after housing, for 

people. 
b. Connect people with MaineCare upon discharge. 

i. Access to services is key, and MaineCare expansion has increased this and 
removed barriers to services. 

ii. Maine is a "suspend state" not a "terminate state," thus MaineCare can 
more easily be reactivated before discharge. 

c. Explore Medicaid waivers for long term support services for this population. 
d. Solve the issue that ability-to-hire the staff needed to care for people with 

MaineCare expansion is a barrier that will affect capacity/availability of services. 
i. Workforce development across the system is an issue and needs to be 

examined. 
ii. Agencies will all be looking at the same pool of people {ICMs, Probation 

Officers, Case Managers, etc.). 
e. Use MaineCare to create supportive care for people in prisons. 

f. If they don't have access to MaineCare, make sure bridging opportunities exist. 
g. Create presumed eligibility for MaineCare if people are homeless and 

incarcerated. Cut out the 15 day wait for services. 
h. Have everyone at entry apply for MaineCare. 
i. Access the diagnostics in general of DHHS, so that people can be set up for 

services immediately. {Recognize the need for diagnostics to occur in jails). 
Incarceration presents an opportunity for effectively diagnosing people. 

j. Use Targeted Case Managers for providing case management. 

k. Expand on existing systems such as Assertive Community Treatment {ACT) teams 
to support people with serious and persistent mental illness. 

I. Have all case management be modeled as "intensive" for this population. 
m. Treat OUD as an illness and see through pilots that have people receive 

treatment three months prior to discharge and have there be continuity after 
discharge. 

I. Solve cost issues with treatments like Vivitrol so that treatment 
continues and is consistent. 

II. Have services and treatment follow the person into the community. 
Ill. Take innovative systems developed in prisons and have them 

continue on the local level in the community. 
a. Bring stakeholders from prisons and DOC into emerging 

systems in the community - have expertise have one foot in 
each world. 
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b. Solve issue with for-profit organizations controlling treatment 
strategies that prevent these from extending into the 
community - we need a seamless transition. 

IV. Make sure interventions are not unique to OUD - look at systems so 
they will work for any SUD or polysubstance use disorders. 

4. Replicate the Maine Prisoner Re-Entry Network as an effective model. 
a. Use engagement and relationship work to help connect the dots and help people 

access community and mainstream resources upon discharge. 
b. Have a DOC dedicated, legislatively approved budget line-item for re-entry. 
c. Look at the Cumberland County Project Re-Entry as a great program. 

i. Note that this program is dependent on capacity in housing. 
d. Look at Rhode Island's Intensive Housing Stabilization Program for replication. 

5. Solve the ambiguity in sentencing and discharge dates. 
a. Solve the issue that not having set release dates (early releases and delayed 

releases) is problematic for planning and continuity of care. 
i. The multitude of unknowns regarding sentencing in the county Jails is a 

barrier. 
ii. Pre-sentence/ pre-trial cases are problematic because housing and 

support networks are not addressed prior to discharge. 
b. Use pre-adjudication and pre-conviction work to assist with the sentencing 

issues. Maine Pre-Trial will be an important partner for this. 
c. Solve the volume and turnover issues in the jails which compound all of these 

issues 
i. These are the people everyone is serving because they're ricocheting 

through all parts of the system. 
d. Avoid transfers to other facilities due to overcrowding, warrants in othe.r 

counties, etc. because it disrupts work being done with people who are 
incarcerated. 

i. This greatly complicates injections for people with OUD while they are 
incarcerated prior to release. 

e. Work with the DA and Judicial System to cure erratic sentencing issues and their 
effect on discharge efforts. 

6. Coordinate discharges for people with opioid use disorder (OUD) because of the 
added risk for a fatal overdose upon release due to decreased tolerance. 

a. Use reentry supportive housing, and/or master leasing programs with case 
managers, with tenant accessibility to MAT, as successful housing models for 
people with OUD after discharge to eliminate barriers and decrease the risk of 
fatal overdoses. 

b. Replicate Medicaid-supported housing (being modeled in Massachusetts). 
c. Use Medicaid waivers to provide services associated with supportive housing. 
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d. Work to develop aftercare and discharge planning to get people into supportive 
housing. This is a very high priority; approximately three people a week are 
dying after discharge, due to this not being solved. 

7. Examine Recovery-oriented housing as an option for discharge. 
a. Recognize that people who come from recovery residences that provide an array 

of support services are far more successful in housing. 
i. Plan with the idea that the recovery community acts as great support 

system and can help deter reincarceration. 
ii. Make sober housing a stipulation of release in judgement phase so that 

this becomes part of the probation plan. 
b. Have Probation Officers be present in sober housing and have them continue to 

develop relationships with landlords and residents. 
c. Solve the problem that people can seldom utilize subsidies in recovery 

residences. 
i. Lack of best practices/ standards has been a barrier to using rental 

assistance in recovery-oriented housing. 
ii. Continue ongoing legislative efforts to create housing subsidies for 

recovery residences. 
d. Look to increase the availability of MAT in recovery housing. 
e. Develop a state alliance for sober housing, which can develop state guidelines 

amongst the collaborative of people running recovery housing and the State to 
balance the needs of people in the housing. 

i. Look for National Association for Recovery Residences affiliation 
(preferred by Corrections). 

ii. Maine Association for Recovery Residences has its own grassroots 
standards. 

iii. Examine and explain the differences between recovery residences and 
sober houses. 

iv. Investigate the reasons why some sober housing across Maine doesn't 
appear to be well run. 

1. Regulate or not? Yes and no-there are many dynamics at play. 
f. Explore sober houses as a potentially better option for someone exiting 

prison/jail; a sober house may be a better option than a shelter. 
g. Look at Habitat for Humanity and other options to develop creative supportive 

recovery/reentry housing. 
h. Expand on successful pilots in use around the state - replicate things that work. 
i. Note that there has been a lot of focus on OUD, but this shouldn't preclude 

paying attention to other substance use disorders affecting the population. 
i. Data shows that the substances used across the state varies. 
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B. Invigorate the Intensive Case Management (ICM) Program 

1. Fund ICMs as key, trusted liaisons, and have them serve as navigators who are experts 
in the prisons/Jails as well as the communities. Allow them to flow back and forth. 

a. Restore the funding for ICMs that was cut 20 years ago. 
b. Create substance use ICMs. Don't pull funding for other ICMs to do this; ICMs 

for acute mental illness remain very important. 
c. Make ICMs resource hubs. 
d. Have DHHS and DOC coordinate ICM efforts. 
e. Have ICMs come back as a statewide system. 
f. Have ICMs come back as a best practice model. 
g. Have experts from DOC attend ICM meetings to form deeper connections and 

cooperative solutions for the mutual populations served. Do the converse with 
ICMs connecting with DOC facilities. Make use of existing community meetings. 

h. Have ICMs serve as navigators with flexible funds. 
i. Recognize that Probation Officers have different roles and expertise. 
j. Have ICMs come to Probation Officer offices weekly to allow networking and 

case conferencing. 
k. Improve the flow of support to avoid gaps in services during incarceration. 
I. Use ICMs as experts who can do the work. 
m. The ICM program is under new supervision, opening the door for improvement 

and collaboration. 
n. Have ICMs help make transfers to community resources. 
o. Have ICMs help with applications while incarcerated, follow the person through 

into the community. 
p. Have programs such as PATH and ICMs work together. 

i. PATH can help connect people with housing and mainstream resources 
for people who are homeless in the community. 

ii. Form connections between ICMs and the ESHAP program. 

C. Coordinate all efforts 

1. Coordinate efforts so everyone is on the same page. 
a. Coordinate with the Statewide Homeless Council. 
b. Coordinate regional trainings, including available resources and how to access 

them. 
c. Make use of prevention resources for certain populations for people prior to 

release (i.e. continue rent payments while someone is in jail for a short period of 
time to avoid eviction). 

d. Coordinate with By-Name List meetings as prime opportunities for planning and 
communication. 

e. Have ICMs attend By-Name List meetings. 
f. Eliminate public and private silos. 
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g. Engage the public and private sectors. 
h. Advocate for legislation related to homelessness and how it pertains to DOC 

populations. 
i. Ensure that discrimination issues related to homelessness beget support 

for resolution. 
i. Coordinate with housing advocacy efforts for affordable housing, supportive 

housing, and recovery housing so this population has more realistic access. 

2. Coordinate with Sheriffs, county jails, the Judicial System, and district attorney offices. 
a. Build relationships with sheriffs and ICMs, and work with the county jails to 

mitigate county jail transfers to ensure continuity of services. 
b. Engage sheriffs' departments and invite them to the RHCs. 

i. Coordinate with the Maine Sheriff's Association·Conference Annual 
Conference and/or the monthly Maine Sheriff's Association meetings as 
opportunities for engagement. 

c. Engage with the DA offices to connect the legal dots as well. 
d. Include Rent Smart training in corrections settings for improved housing 

outcomes upon discharge. 
e. Encourage local coordination with police departments, sheriff departments, 

state police, and judges. 
f. Coordinate with Crisis Intervention Training operating through NAMI. 
g. Work with Coordinated Entry to have emergency housing placement 

opportunities. 
h. Continue to eliminate silos across each jail and between jails and prisons. 
i. Tie in probation services so that everyone is working on the same team together. 

The probation officers are playing a key relationship role in the system. 
j. Connect EVERYONE in and outside of the prison/jail network to replicate best 

practices. 
k. Ensure that people with lived experience of homelessness, incarceration, and/or 

the legal system, are incorporated into each part of the design process for an 
improved system. 
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About Us 
The Consumer Council System of Maine {CCSM) is an Independent, public instrumentality established by 

Maine law (Title 34-B, §3611). 

The CCSM is responsible for providing an Independent and effective consumer voice into mental health 

public policy, services, and funding decisions. 

The CCSM consists entirely of past/present recipients of mental health services (consumer/peers), 

including all Statewide Consumer Council representatives and paid staff. 

We welcome and need the participation of all mental health consumers/peers from all over Maine. 

Being part of the CCSM wm benefit you, your peers, your community. and our state. 

Mission Statement 

The Consumer Council System of Maine represents fellow consumers with an effective, organized voice in 

shaping public policy and mental health services. We hold as essential the participation of all consumers and 

look to collaborate with allies to find realistic solutions to local and statewide Issues and to advance recovery

oriented, consumer-driven mental health care and peer-run recovery opportunities. 

Vision Statement 

The Consumer Council System of Maine leads the way as a well-established cornerstone of a recovery

oriented system of mental health care, moving forward with courage and creativity, directed by an informed, 

diverse grassroots consumer network 

Values Statement 

We believe Inclusion of al! consumers/peers ls essentlal to the success of our misslon and honors the 

diversity of our community. 

We believe in a recovery-Oriented, peer-led system of care guided by resiliency and hope. 

We believe in building collaborative relationships to find realistic solutions to local and statewide Issues. 

We believe In moving forward with creativity and innovation to bring about systemic change to mental 

health care. 

We believe In listening and supporting one another with compassion, equality, dignity, and respect 

We believe in open, honest communication, conducting ourselves with integrity and transparency, to 

encourage collective accountability. 

We believe in acting wisely and deliberately, Informing ourselves and others, to advocate effectively for 

qual!ty services and preservation of rights. 

Contact Us 

Name:• 

! Please Enter Your Name 

Email:• 

I 
i Please Enter Your Email Address 
( ____ _ 
Phone: 
,..----· ----------,--------
! Please Enter Your Phone Number 

Message:" 

; Ho_w Can We Help You Today? 

I'm not a robot 

submit 

rn(;Af>TC:..A 

"'=I-"'""" 
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ESSENTIAL COMMUNITY-BASED SERVICES 

Investing in community-based mental health services provides numerous benefits, including a 
reduction in law enforcement inte1vention and incarceration. These services also promote the 
integration of people with mental health disabilities into their communities, allowing them to have 
opportunities to work, a place to call home, and support throughout the day. 

This fact sheet describes essential and effective community se1vices that should be part of every 
community's mental health system. It also describes the evidence that these services decrease the 
incarceration and institutionalization of individuals with mental health disabilities. When 
communities provide these services in sufficient amounts and ensure that there is ongoing 
coordination between the criminal and mental health systems, they will dramatically reduce the 
damaging and costly cycling of people with mental health disabilities in and out of jails, emergency 
rooms, hospitals, and shelters. 

YD 
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Assertive Community Treatment (ACT) 
What is ACT? 

• ACT is an individualized package of services and supports effective in meeting the day-to
day needs of people with serious mental illness living in the community. ACT is designed to 
meet the needs of individuals with the most significant conditions and greatest needs. 

• ACT teams help people with serious mental illness navigate the day-to-day demands of 
community living, including staying in treatment, maintaining stable housing, securing and 
maintaining employment, and engaging in community activities. It helps individuals build 
skills, manage their illness, and recover. 

• An ACT team is composed of a multi-disciplinary group of professionals, including a 
psychiatrist, a nurse; an employment specialist, a housing specialist, a substance use disorder 
specialist, a peer support specialist, and often a housing specialist and a social worker. As 
needed, the team may include a physical therapist, or an occupational therapist. Among the 
services ACT teams provide are case management, assessments, psychiatric services, 
substance use disorder services, housing assistance, and supported employment. 

• The team is on call 24 hours a day to address the individual's needs and any crises that may 
arise. 

ACT helps prevent needless incarceration. 

ACT has proven extremely effective in reducing criminal involvement and hospitalization for 
individuals with mental health disabilities. For example: 

• A 2017 study examining forensic ACT (FACT), which is specifically designed to serve 
people involved with the criminal justice system, found that participants receiving FACT 
over the course of a year spent significantly fewer days in jail than similar participants not 
receiving FACT (21.5 vs 43.5) and were less likely to incur new convictions.' 

• An Illinois study found an 83% decrease in jail days over the course of a year for 
participants in Thresholds' Jail Linkage ACT program, which reduced jail costs by 
$157,000.2 That same community also saw an 85% reduction in the number of inpatient 
hospital days, which reduced hospital costs by $917,000 that year.3 

• A California study found that over 12 months, jail bookings for individuals enrolled in ACT 
were 36% lower than those for similarly situated individuals not enrolled in ACT, and the 
group not enrolled in ACT spent 48% more days in jail. 4 

• A New York study found that over the course of one year, individuals enrolled in ACT had 
fewer arrests and spent approximately half the number of days in jail as individuals in a 

1 J. Steven Lamberti et al, Forensic Assertive Community Treatment: Preventing Incarceration of Adults with 
Severe Mental Illness, 55 PSYCHIATRIC SERVICES 11, 1285-1293, 1289 (2004). 
2 Gold Award: Helping Mentally Ill People Break the Cycle of Jail and Homelessness The Thresholds, State, County 
Collaborative Jail Linkage Project, Chicago, 52 PSYCHIATRIC SERVICES 1380 (2001). 
3 Id. 
4 Karen J. Cusack et al., Criminal Justice Involvement, Behavioral Health Service Use, and Costs of Forensic 
Assertive Community Treatment: A Randomized Trial, 46 Community Mental Health J. 356 (20 I 0). 
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1 . . nh d " al " 5 contro group rece1vmg e ance treatment as usu . 
• Individuals who received ACT for the first time in Oklahoma in 2007 spent 65% fewer days 

in jail and 71 % fewer days in inpatient hospitals than they had during the prior year.6 

Learn more: 

• SAMHSA Evidence-Based Practices KIT, Assettive Commtmity Treatment (2008) 

• SAMHSA Evidence-Based Practices KIT, The Evidence: Asserlive Commtmity Treatment (2008) 

• Case Western Reserve Center for Evidence-Based Practices, Asse,tive Commttnity Treatme11t 
• University of Rochester Medical Center, Keeping Mentally Ill Out of Jail and in Treatment.· 

Rnchester Model Wmks in Breakthrough Study CT une 1, 2017) 

5 J. Steven Lamberti et al., A Randomized Controlled Trial of the Rochester Forensic Assertive Community 
Treatment Model, 68 PSYCHIATRIC SERVICES 1016 (2017). 
6 Oklahoma Department of Mental Health and Substance Abuse Services, Program of Assertive Community 
Treatment (PACT), One Year Pre- and Post Admission Comparison (last modified June 16, 2010), 
https://vrww.ok.gov/odmhsas/documents/one%20year%20pre%20and%20post%20admission%20comparison.pdf. 
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Supported Housing 
What is Supported Housing? 

• Supported housing is a comprehensive set of services including a housing subsidy and social 
support for being a successful tenant. It allows people with serious mental illness to live in 
their own apartments and homes within their community. Tenancy rights should not be 
conditioned on participation in treatment or compliance with any other criteria. 

• In addition to a housing subsidy and help with securing and maintaining housing of a 
person's choice, individuals in supported housing have access to a flexible and 
comprehensive package of services designed to address each person's individual needs. 
These services may include case management, independent living skills training, medication 
management, substance use disorder treatment, help securing and maintaining employment, 
help maintaining housing, and home health aide services. Supported housing recipients can 
also receive ACT, mobile crisis, or other team-based services if they need them. 

• Suppotted housing units are typically scattered in buildings throughout the community-----a 
practice that promotes greater integration than housing in developments exclusively or 
primarily designated for individuals with disabilities.' 

Supported Housing helps prevent needless incarceration. 

• Supported housing "leads to more housing stability, improvement in mental health 
symptoms, reduced hospitalization and increased satisfaction with quality of life, including 
for participants with significant impairments, when compared to other types of housing for 
people with mental illnesses."' 

• Supported housing reduces rates of incarceration. A large study in New York City of 
homeless individuals with serious mental illness receiving supported housing demonstrated 

7 See Substance Abuse and Mental Health Service Administration, Permanent Supportive Housing Evidence-Based 
Practices (EBP) KIT (2010), htip :i /store.samhsa. gov /shin/content/ /SMAl 0-4510/SMA 10-4510-02-
Howto U seEBPKITS-PSH.pdf; Department of Justice, Justice Department Obtains Comprehensive Agreement to 
Ensure New York City Adult Home Residents with Mental Illness Are Afforded Opportunities to Live in the 
Community (July 23, 2013), http://www.justice.gov/opaipr/2013/Julv/13-crt-830.htrnl; North Carolina Division of 
Mental Health, Developmental Disabilities, and Substance Abuse Services, DOJ Settlement - Transition to 
Community Living Initiative (Aug. 23, 2012), https://www2.ncdllhs.gov/mhddsas/providers/dojsettlement/nc
settlement-ohnstead.pdf. 
8 Bazelon Center for Mental Health Law, A Place of My Own: How the ADA is Creating Integrated Housing 
Opportunities for People with Mental fllnesses (March 2014), at 6, http:/iwww.bazelon.org/wp
content/uploads/2017/01/ A-Place-of-my-Own.pdf. 
8 Dennis P. Culhane, et al., The Impact of Supportive Housing for Homeless People with Severe Mental Illness on 
the Utilization of the Public Health, Corrections, and Emergency Shelter Systems: The New York, New York 
Initiative, HOUSING POLICY DEBATE 13. I (2002), at 13 7-3 8. 
9 Fairmount Ventures Inc., Evaluation of Pathways to Housing PA (January 2011), at 3, 
https;//c.ymcdn.com/sites/www.philanthropvnetwork.org/resource/resmgr/research reports/pathways to housing re 
port .pdf 
10 Matthew Makarios et al., Examining the Predictors of Recidivism Among Men and Women Released From Prison 
in Ohio, Criminal Justice and Behavior 37:12 (2010). 
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that these individuals experienced significant reductions in shelter use, hospitalizations, 
duration of hospital stays, and incarceration. 8 

• A Philadelphia pilot involving Pathways to Housing, which provides supported housing to 
formerly homeless individuals with serious mental illness and substance use disorders, found 
that participants' incarceration rates fell by 50 percent.' 

• . An Ohio study found that individuals in supported housing who had been incarcerated were 
40% less likely to be re-arrested and 61 % less likely to be re-incarcerated.10 

Learn more: 

• Bazelon Center, A Place o[i\{y Own (2014) 
• Bazelon Center, St~pPorted Housing: The M.ost Effective and Integrated Housing.for People u;ifh lvl.ental 

Disabilities 
• National Council on Disability, Home and Com1n1mity-Based Sm,ices: Creating Systems for Success 

at Home, at IV'ork and in the Community, Appendix A. Suppo1ied Housing.for People with P{)•chir1tric 
Disr1bi!ities 12015) 

. • National Council on Disability, Inclusive Liveable Comntunities_for PeqtJle ivith P,J'chiat1ic Disabilities 
(2008) 

• Anne O'Hara, Housingjor People with J.1.ental Illness: Update to a Rep01i to the President's New 
Freedom Commission (July 1, 2007) 

• Deborah K. Padgett et al., Housing Fil:rt Services for People Who are Homeless with Co-occurring 
Serious Menta!Illness and Substance Abuse (2006) 

10 Jocelyn Fontaine, et al., Supportive Housing for Returning Prisoners: Outcomes and Impacts of the Returning 
Home-Ohio Pilot Project, Urban Institute (Aug. 2012), 
https:i/www .urban.org/sites/default/files/publication/25716/412632-Supportive-Housing-for-Returning-Prisoners
Ontcomes-and-Impacts-of-the-Returning-Home-Ohio-Pilot-Proiect.PDF. 
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Mobile Crisis Services 
What are Mobile Crisis Services? 

• Mobile crisis services are typically provided by teams of mental health professionals trained 
to de-escalate individuals in mental health crises. Mobile crisis teams should include at least 
one peer specialist and one on-call psychiatrist. 

• In some communities, these teams make arrangements with police departments to respond 
to particular emergency situations. In others, these teams are hired by police depaxtments to 
assist law enforcement officers or include both police and mental health 
professionals. 11 

• Mobile crisis teams respond as quickly as possible to individuals in crisis, assess them, and 
utilize a variety of techniques to de-escalate the situation. 

• By providing timely intervention directly to a person in crisis, teams can help divert 
individuals from hospitalization or arrest and incarceration. 

• Teams should be available 24 hours per day, 7 days per week to respond to individuals 
needing crisis services. The team should provide services until the crisis subsides, and also 
up to a week following the onset of the crisis if needed to connect the individual with 

. . 
ongomg serv1ces. 

• Mobile crisis teams should have access to community crisis apartments where individuals can 
stay for a short period as an alternative to hospitalization, incarceration, or stays in costly and 
hospital-like crisis facilities. Crisis apartments should be operated with sufficient clinical 
suppmt and peer staffing. 

Mobile Crisis Services help prevent needless incarceration; 

• Mobile crisis teams prevent needless incarceration because they can resolve emergency 
situations involving individuals with mental disabilities without intervention by law 
enforcement. Mobile crisis teams have been shown to be effective in diverting individuals 
from the criminal justice system.12 

• Studies have found that mobile crisis teams resulted in arrest rates ranging from 2% to 13% 
of clients, with an average of less than 7%, in contrast to an arrest rate of 21 % for typical 
contacts between police officers and individuals with psychiatric disabilities. 13 

• A new mobile crisis team in Verde Valley, Ai-izona stabilized crises in the community in 55% 
of the calls it received from first responders. Without the intervention of the mobile crisis 
team, 90 of the 109 calls received would have resulted in arrest or an emergency department 
visit.14 

11 H. Richard Lamb, et al, The Police and Mental Health, 53 Psychiatric Services 1266, 1268 (Oct. 2002), 
https://ps.psychiatryonline.org/doi/pdf/10. l l 76/appi.ps.53.10.1266. 
12 Id. 
n Id. 
14 Cheri Frost, Spechwn Healthcare's Mobile Crisis Team Partnership Program, Verde Independent, Sept. 12, 
2016, https://www.crisisnetwork.org/wp-content/uploads/2016/09/The-V erde-lndependent- -Spectmms
MobileT eam-Partnership.pdf. 
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• Mobile crisis services also decrease hospitruization rates. One study found that mobile crisis 
team intervention led to an 8% decrease in hospital admissions, and that people hospitalized 
as a result of a crisis were 51 % more likely to be hospitalized within 30 days of the crisis than 
those who used mobile crisis services.15 

• In DeKalb County, Georgia, mobile crisis services were found to have prevented 
hospitalization 55% of the time compared to only 28% for regular police intervention.16 

• Both consumers and law enforcement prefer mobile crisis teams to police involvement and 
find them to be more effective. 17 

Learn more: 

• SAMHSA, Crfris Services: Effectiveness. Cost-Effectiveness, and Funding Strategies (2014) 

• Eddy D. Broadway and David W. Covington, National Association of State Mental Health 
Program Directors, A Comprehensive Crisis System: Endzizg Unnecessaiy Emergeno Room 
Admissions and Tail Bookings Associated with Mental Illmss (August 2018) 

• Jeffrey J. Vanderploeg et al., Children and Youth Services Review, 1\iobile c,isis services far 
children a11dfamilies: Advancing a community-based model i11 Connecticut (Dec. 2016) 

15 Shenyang Guo et al., Assessing the Impact of Community-Based Mobile Crisis Services on Preventing 
Hospitalization, 52 PSYCHIATRIC SERVICES 2, 223-228 (Feb. 2001 ). 
16 Roger Scott, Evaluation of a Mobile C,isis Program: Effectiveness, Efficiency, and Consumer Satisfaction, 51 
PsYCIDATRIC SERVICES 9, 1153-6 (Sept. 2000). 
17 Id. 
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Supported Employment 
What is Supported Employment?. 

• Supported employment is a package of services and supports aimed at helping people with 
serious menW illness get and keep a job in the mainstream workforce. Supports are not time 
limited and are focused on the individual's vocational goals and preferences. 

• Employment is widely viewed as an essential part of mental health recovery. 

• Individual Placement and Support (IPS) is the most successful model of supported 
employment for individuals with serious mental illness.18 IPS has a proven track record of 
helping individuals with serious mental illness secure employment and of ensuring that 
employment is sustained over a period of time.19 

• IPS uses a mpid job search approach to help individuals obtain jobs rather than focusing on 
lengthy assessments, training, and counseling. Individuals are not excluded from IPS on the 
basis of readiness, diagnoses, symptoms, substance use history, psychiatric hospitalizations, 
homelessness, level of disability, or involvement with the criminal justice system.2° 

Supported Employment helps prevent needless incarceration. 

• Supported employment prevents needless institutionalization and incarceration by 
promoting menw health recovery and keeping people with mental health disabilities 
successfully employed in their communities. 

• IPS has consistently impressive outcomes in employment for people with mental illness,21 

with some studies showing 60% of individuals receiving IPS becoming employed, compared 
to 23% for traditional vocational services, and high employment rates 10 years after 
receiving IPS services.22 

• In one study, individuals receiving IPS decreased their use of mental health services by 41 % 
over one year, with fewer inpatient hospitalizations and emergency room visits.23 

18 IPS Employment Center, What is JPS?, https://ipsworks.org/index.php/what-is-ips/. 
19 See Bazelon Center for Mental Health Law, Getting to Work: Promoting Employment of People with Mental 
Illness (Sept. 2014), at 5-6, http:/iwww.bazelon.org/wp-content/uploads/2017/01/Getting-to-Work.pdf ( citing Gary 
R. Bond et al., An Update on Randomized Controlled Trials of Evidence-Based Supported Employment, 31 
PSYCHIATRIC REHABILITATION JOURNAL 280,284 (2008), and Michelle P. Salyers et al., A Ten-Year Follow-Up of a 
Supported Employment Program, 55 PSYCHIATRIC SERVICES 302,305 (2004)); see also David Salk.ever, U.S. 
Department of Health and Human Services, Assistant Secretary for Planning and Evaluation Office of Disability, 
Aging, and Long-Term Care Policy, Toward a Social Cost-Effectiveness of Programs to Expand Supported 
Employment Services: An Interpretive Review of the Literature (Dec. 2010), 
http://aspe.hhs.gov/daltcp/reports/20 I 0/supempLR.pdf. 
20 IPS Employment Center, What is JPS?. https://ipsworks.org/index.php/what-is-ips/. 
21 David Salkever, Westat, Toward a Social Cost-Effectiveness Analysis of Programs to Expand Supported 
Employment Services: An Interpretive Review of the Literature (Dec. 2010), at 27-28, 
https://www.ssa.gov/disabilityresearch/documents!MHTS Final Repo1t 508.pdf. 
22 Gary R. Bond et al., An Update on Randomized Controlled Trials of Evidence-Based Supp011ed Employment, 31 
Psychiatric Rehabilitation Journal 280, 284 (2008); Michelle P. Salyers et al., A Ten-Year Follow-Up of a Supported 
Employment Program, 55 Psychiatric Services 302, 305 (2004). 
23 Sally Rogers, et al., A Benefit-Cost Analysis of Supported Employment Model of Persons with PsychiaMc 
Disabilities, 18 EVALUATION AND PROGRAM PLANNING 2, 105-115, 113 (1995). 
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• A Washington State study found that individuals with serious mental illness receiving 
supported employment had lower arrest rates than similarly situated individuals not receiving 
it. 24 

• Securing employment is particularly challenging for individuals with criminal justice 
involvement. Two controlled trials found significantly better competitive employment rates 
for individuals with criminal justice involvement receiving IPS than for individuals receiving 
traditional vocational services.25 

Leammore: 

• SAMHSA Evidence-Based Practices KIT, The Evidence: S11ppoited Employment (2009) 
• Case Western Reserve University, Center for Evidence-Based Practices, Supported 

Employment/Individual Placement & Support 
• Bazelon Center, Advances in Et11pk!J1n1ent Poli91 for Individuals 1vith Se1io11s J.!f.ental l!!ness (Oct. 

2018) 
• Bazelon Center, Getting to lf/ork: Promoting Emp!~yment of People u<ith 1Wental Illness (Sept. 2014) 

24 z. Joyce Fan et al., Improving Employment Outcomes For People with Mental Health Disorders in Washington 
State (June 2016), https://wvm.dshs.wa.gov/sires/default/files/SESA/rda/documents/research-11-230.pdf. The 
supported employment services studied were not required to be !PS. 
25 !PS Employment Center, Work for People with Justice Involvement, Employment Works! Newsletter, Spring 
2019, at 3, https://ipsworks.org/wp-content/uploads/2019/04/newsletter sp1ing20!9-final.pdf. 
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Peer Support Services 
What are Peer Support Services? 

• The term "peer support services" includes a number of services designed to support people 
with mental illness. Peer support services are provided by trained specialists with "lived 
experience" in the mental health service system, who use that experience to build 
relationships of trust with people and provide needed support. 

• Peer specialists may perform a variety of tasks, including helping individuals transition from 
a corrections or other institutional setting to the community, stay connected to treatment 
providers, build confidence, maintain or develop social relationships, and participate in 
community activities. Peer specialists may also staff crisis apartments or other crisis centers 
or serve on ACT, mobile crisis, or supported employment teams. 

• Some peer support programs are specifically designed for individuals with mental illness who 
have been in the criminal justice system, with peers who themselves have also had criminal 
justice system involvement. 

Peer Support Services help prevent needless incarceration. 

• Peer support services prevent needless institutionalization and incarceration by assisting 
individuals to make decisions that promote their recoveiy. Individuals receiving peer 
support services repoii: increased problem-solving capabilities, social connectedness, and 
ability to address stressors and crises.26 

• Early participants in a New York "peer bridger" program for individuals being discharged 
from psychiatric hospitals experienced 41 % fewer re-hospitalizations over a two-year period. 
Ten years later, the program continued to help keep participants from being re-hospitalized 
71 % of the time.27 

• Pierce County, Washington helped reduce involuntary psychiatric hospitalizations for 
individuals in emotional crisis by 32 percent using peer support services.28 

• 24% of participants receiving peer support from a peer-run 23-hour crisis program in 
Louisville, KY (using a "Llving Room" model) were diverted from hospitalization and 37% 
were diverted from jail in the first several months of the program.29 

26 Phyllis Solomon, Peer ·support/Peer Provided Sen,ices Underlying Processes, Benefits, and Critical Ingredients, 
27 PSYCHIATRIC REHABILITATION JOURNAL 4, 392-401 (2004). 
27 New York Association of Psychiatric Rehabilitation Services, Inc., Peer Bridger Project, 
http://www.nyaprs.org/peer-services/peer-bridger/ (last accessed May 31, 2019). 
28 Sue Bergeson, Cost Effectiveness of Using Peers as Providers, OPTilMHEALTH, (2011 ), at 11, 
http://www.fredla.org/wp-content/uploads/2016/0 I/Cost_ Effectiveness_ of_ Using_ Peers_ as _Providers.pd[. 
29 Nat'! Association of Counties, Supporting People with Mental Illnesses in the Community (2018), 
https://wwv-.•.naco.org/sites/default/files/documents/SAMHSA%20Case%20Study%20Louisville
Jefferson%20Finalpdf. 
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Learn n1.ore: 

• SAMHSA Evidence-Based Practices KIT, The Evidence: Consumer-Qilerated Sm1ices (2011) 

• SAMHSA, !Y'hat Are Peer Recovecy Suppo11 Services? (2009) 

• Mental Health America, Evidence for Peer Su_pP011 (Feb. 2017) 

• Kevin Cleare, Policy Research Associates, Spotlight 011 Peen ll7orking in CiiminalJustice Settings: 
Reintegration, Family. and Peer Support (Sept. 17, 2018) 

• Maureen Richey, Council of State Governments Justice Center, For the Formeijy Incarcerated, 
Peer lvientoring can Offer a Chance to 'Give Back' (Aug. 14, 2015) 

Sept. 26, 2019 
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This report was created with support from the Ford Foundation and from the John D. and 
Catherine T. Mac.Arthur Foundation as part of its Safety and Justice Challenge initiative, which seeks to 

address over-incarceration by changing the way America thinks about and uses jails. Core to the 
Challenge is a competition designed to support efforts to improve local criminal justice systems in 

jurisdictions across the country that are working to safely reduce over-reliance on jails, with a 
particular focus on addressing the disproportionate impact of over-incarceration on low-income 

individuals, communities of color, and persons with mental illnesses and substance abuse disorders. 

More information is available at: 
wv.>w.safetyandjusticechallenge.org 
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www.rjpmidcoastorg/about-us.html 

Learn more ... 

About Us 

Restorative Scrwal 
Pradlces 

Court DiversionfC<m1rnunity 
C0nterench1g 

ABOUT THE Efficacy Stc;dy 

Corr.munity Reentry 
Program 

StoriBs frG!n the Cvmmunlty 

Resources 

Our Philosophy 

Contact Us 

;TICE PROJECT 

Formed in February 2005, The Restorative Justice Project of the Midcoast provides 

restorative conferences for adult and juvenile offenders in Knox. Waldo. Lincoln and 

Sagadahoc Counties and an array of restorative justice services for the Maine 

Coast Regional Reentry Center and for K-12 schools. The focus on offender 

accountability, coupled with a focus on the impact of the offense on the victim and 

community, has significantly decreased recidivism, healed the harm done to 

victims, and transformed lives with understanding and meaningful community 

connections. 
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Our View: Fewer inmates will relieve pressure on jails 

en centralmaine.com/2019111103/our-view-fewer-lnmates-wlll-relleve-pressure-on-Jails•2/ 

By The Editorial Board November 3, 2019 

Maine has 15 county jails, in places as different as Madison, Portland and Rockland, each with 

different histories, each operated by different county governments and drawing workers from different 

labor markets. 

But there is one thing they have in common-though some more than others, all jails would benefit 

from fewer inmates, as would the state as a whole. 

The Legislature's criminal justice and public safety committee and other stakeholders are now 

working to find a permanent solution to the decade-old problems surrounding jail funding. Following 

the group's first meeting, both the chairwoman of the committee, Rep. Charlotte Warren Of Hallowell, 

and Randall Liberty, the state corrections commissioner, told the Bangor Daily News that much of the 

group's focus should be on reducing the jail population. 

They're right. 

The problem is at least 1 0 years in the making. With jail costs rising, Gov. John Baldacci in 2008 

capped the amount of county taxpayer dollars that could be used for funding. The new Board of 

Corrections was left on the hook for any budget increase. 

However, the state never followed through. Costs kept increasing, but counties found it difficult to get 

additional state money. The next governor, Paul LePage, did not like the way the Board Of 
Corrections was set up- he fought against additional funding, and eventually let the board die 

through neglect. 

LePage toward the end of his second term put forward a halfhearted plan to address jail funding, 

including closing up to five jails. But he never took them seriously, and neither did anyone else. Sc 

jails were left to operate without any way to raise more money. 

The Legislature has provided relief here and there, but the structural problem persists. A series of 

bills aimed at the issue were considered last session, but lawmakers instead opted for a study group 

overseen by the criminal justice committee. It met for the first time last month. 

Now, counties pay about 80 percent of jail costs while the state picks up the rest. There doesn't seem 

to be much interest in changing the fonnula, but lawmakers will have to decide who pays for budget 

increases, and who gets to decide when those increases are necessary, in a way that adequately 

funds jails while preventing overspending. There must be a mechanism that pushes jails to 

coordinate efforts to install best practices and find efficiencies. 

https:/Jwww.prlntfrlendly.com/p/g/rKtsnS 10 
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Beyond that, however, the most effective route lawmakers can take is to advance policies that cut the 

number of jail inmates- and cutting the number of inmates means cutting the number of people 

held before trial. 

Nationwide, about two-thirds of jail inmates have yet to be convicted of the crime in question. The 

same holds true in Maine, and while the overall jail population has fallen in the last decade, the 

number of inmates held pretrial has increased. 

Why? The system relies too heavily on bail, and when defendants can't afford it, they are left for 

days, weeks, even months waiting for adjudication. 

Sometimes, too, people are arrested when they could be issued citations, or they are incarcerated for 

minor probation violations. 

Such incarcerations do not increase public safety; in fact, they may do the opposite. People held 

pretrial are more likely to be convicted and receive harsher sentences, adding to our costs. They are 

also more likely to recidivate. 

Maine should cut back on the use of bail and expand pretrial release, as well as alternative housing 

and monitoring programs. Law enforcement should be pushed to avoid nuisance arrests. 

ln addition, more violators, when appropriate, should be pushed toward mental health and addiction 

treatment rather than jail. Treatment and re-entry programs should be expanded to cut down on 

recidivism. 

A lot of these ideas came forward last legislative session, many of them in a bill that Warren crafted 

with help from sheriffs. Now is the time for the committee to figure how Maine can use them correctly. 
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Maine Sheriffs' Association 

Presentation to the Joint Standing Committee on 

Criminal Justice & Public Safety: County Jail Funding, Meeting #2 

November 5, 2019 
(Submitted by: Sheriff Todd Brackett) 

The following is a summary of the steps counties are taking to address the top cost drivers identified by 

the MSA and presented at your October 22, 2019 meeting. Attached to this summary, for your review, 

is a more detailed list of responses to this question from each county: 

Cost Drivers: 

Personnel: 

• Androscoggin and Aroostook have added full-time positions to reduce the rising costs of 

overtime. 

• Franklin, Hancock, and Penobscot like most counties are having difficulty filling vacancies, 

resulting in vacant positions reducing costs, helping to offset OT etc. In addition, Hancock uses 

the jail administrator to cover some court appearances and transports as needed. 

• Knox and Waldo have collaborated to unify their correctional facilities under one Unified 

Correctional Administrator. The partnership has allowed the Jail Administrator to begin creating 

a coordinated, cost effective correctional system between the two counties that is efficient, 

consistent, and uniform. Both counties have also realized an immediate cost savings associated 

with the shared salary and benefits of the administrator. 

• Lincoln and Sagadahoc through TBRJ like Cumberland and York in the past have closed a large 

housing pod and reduced the total number of staff. 

• Washington uses part-time corrections officers whenever possible to help control personnel 

costs. 

Inmate Medical Expenses: 

• Aroostook has recently switched medical providers for a reduced cost. 

• Cumberland has a Contract Compliance Monitor to oversee health care costs. 

• Hancock and Piscataquis uses a local medical provider or local hospital to provide services at a 

reduced cost. 

• Knox anticipates further savings as part of the relationship with Waldo County. 

• Lincoln, Sagadahoc, and Somerset along with others use a competitive bid process to help 

control costs. 

• Penobscot has added nursing hours within the facility to reduce costs associated with hospital 

visits, they also use inmate co-payments to help defer costs when possible, as do all counties, 

Penobscot uses medical furloughs whenever possible. 

• Waldo utilizes an on call Nurse Practitioner who performs sick call once a week and meets the 

health requirements of our population. This arrangement continues to keep our inmate health 



costs significantly low as compared to other areas {$30,000 per year). Additionally, Waldo has 

collaborated with community service providers on grants to: implement Medication Assisted 

Treatment (MAT) Program pre and post release; provide a three-year fulltime (FTE) Recovery 
Coach position; and hired a Recovery Coach Site Coordinator. 

Inmate Populations: 

• Androscoggin, Aroostook, Cumberland, Kennebec, Knox, Lincoln, Penobscot. Sagadahoc, 

Somerset. and York utilize either contracted or county employed (or a combination of) pre-trial 

case managers to divert qualified individuals. Many of these counties uses community service 

programs, as well as Alternative Sentencing Programs (ASP) with sentenced populations to 

reduce the overall length of stay. {Over 1093 pre-trial individuals diverted on 10/18/19 
statewide) 

• Penobscot Jail was built for a state rated capacity of 136; modifications were made changing it 

to 157, yet has an ADP of 238. They are preparing to launch a day reporting program, which will 

replace the former first offender ASP. Penobscot also uses boarding agreements with several 
counties. 

• Waldo, in 2010 opened the first and only county based, 32 bed, and full service reentry center 

for men. It provides a full array of evidence based programming and intensive case management 

that targets the individual's risk. The Maine Coastal Regional Reentry Center (MCRRC) has 

proven to be a cost effective, proactive approach to reducing jail populations while providing 

solid, responsible, long-term solutions to overall public safety as it strengthens our 
communities. 

Facility Capital Needs: 

• Many Counties have capital improvement plans in place; therefore, they prioritize and plan for 
facility upkeep. 

• Aroostook and Penobscot. have aging deteriorating facilities and have been considering their 
options for some time to include new construction. 

Mental Health Services: 

• Androscoggin, Aroostook, Franklin, Lincoln, Piscataquis, Sagadahoc, Somerset. Washington, and 

York all use combinations of in house contracts and/or collaboration with local service providers 

to meet this overwhelming need. Gaps in services exist. {forensic beds, transitional housing etc) 

• Cumberland in addition, uses jail intake staff to meet with judicial representatives to triage 

severe mental health cases for appropriate placement. 

• Knox has a motivated, enthusiastic, and dedicated group of professionals from many disciplines 

that have formed the Knox County Recovery Collaborative, chaired by the Sheriff. They meet 

weekly to discuss, create and promote initiatives to meet the needs of people struggling with 

substance abuse disorder and mental health. Many important connections and outcomes are 

happening through this collaborative effort. For example, Maine Behavioral Health recently 

received a Project Reach Grant, which provides an outreach clinician. 

• Waldo In late 2018 the Sheriffs Office began meeting with a group of local mental health 

providers to include representatives from Maine Behavioral Health, Sweetser Crisis services, 

Sequel Care of Maine, the emergency department of the Waldo County General Hospital and 



Mental Health Services (continued): 

• Seaport Community Health Center. The most significant result of this collaborative was the 

creation of a Community Response Team consisting of the treatment providers from the above 

listed organizations. This team has agreed to serve as a resource for those who are suffering 

from mental illness or SUD. This group now provides a unified group of treatment providers to 

serve as a referral resource for the larger collective group. As a result, a grant will provide 

Waldo a fulltime SUD/Mental Illness Community Liaison position for the three years. This 

community liaison will serve those post release from incarceration as well as serve as a co

responder with law enforcement personnel to calls for services involving parties with SUD and 

mental illness to assist with linking parties to required services. 

Food Service: 

• Androscoggin has shortened menu to 6-week cycle and uses portion control. 

• Cumberland has a one-year pilot program with vendor for purchasing food and paper products, 

reducing cost, vendor dietitian also reviews menu to look for food product alternatives. 

• Franklin. Hancock, Penobscot. Somerset. and Washington all utilize in house employees to 

purchase and prepare foods at rates lower than contracting. 

• Cumberland, Kennebec, Lincoln/Sagadahoc/TBRJ. and York all contract out under competitive 

bid for food services. 

• All jails utilize inmate workers in the kitchen, some providing culinary arts and Serve Safe 

experience for those who participate. 

Prisoner Transportation: 

• Cumberland uses alternating transport staff on 10-hour shift to reduce OT, in state transfers 

only 2 days per week. 

• Franklin shares responsibilities with 1 transport officer, patrol deputies, and administrative 

staff when necessary. 

• Aroostook. Hancock. Kennebec. Penobscot. Piscataquis. and Washington continue to utilize 

the northern transportation HUB to coordinate transports and reduce cost. 

• Knox and Waldo are coordinating transports under their new management model. 

• Lincoln and Sagadahoc also share coordinated transport for TBRJ and cross train staff for 

other duties. 

• Kennebec. Lincoln, and Sagadahoc all use video communication with the courts to reduce 

costs as well. 


